Severe muscle spasm of the neck secondary to osteomyelitis of the atlantoaxial joint lagan D. Gupta, MD ; Matthew Dang, MD ; Enrique Palacios, MD, FACR A Figure 1 . Axial (A) and coronal (B) CTs of the cervical spine show the destructive process involving the right atlantoaxial jo int (arro ws). Note the large space between the odontoid process and the lateral mass of the atlas on the right.
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Upper cervical osteomyelitis accounts for 3 to 10% of all cases of vertebr al osteomye litis.' Remote infections anywhere in the body may seed the cervical spine or occipital condyles. Other importa nt risk factors for upper cervical osteomyelitis include intravenous drug abuse, diabetes mellitu s, dental infections, human imm unodeficiency virus infection with immun osuppression, alcoholism, liver disease, renal insufficiency, and heart disease .':"
We evaluated a 14-year-old boy with progressive suboccipital pain, severe neck muscle spasm, and a low-grade fever. He had a strong history of occipital trauma, sustained while performing karate severa l weeks before the onset of his symptoms. Computed tomography (CT) (figure 1) and magnetic resonance imaging (MRI) (figure 2) demonstrated findings consistent with a focal osteomyelitis in the right atlantoaxialjoi nt.Thi s diagnosis was confirmed at surgical deb ridement. He had no neurologic deficit.
The bloodstream is the most common route by which bacterial infection spreads to the upper cerv ical spine and occipital condyles. Upper cervical osteomyelitis with occi pital involvement may be caused by the sprea d of an adjace nt nidus of infection followi ng an invasive diagnostic or therapeutic procedure, such as a tracheotomy, pharyngeal surgery, or tonsillectomy." Occasionally, trauma can precipitate a bone infection; this theoretically could have occurred in our patient."?
The Upper cervica l occipital osteomyelitis can be managed conservatively or surgica lly. Nonsurgica l ma nagement by external immo bilizatio n or halo fixatio n along with an aggre ssive regimen of IV and oral antibiotics is indicated for those patients with no neurologic deficits, epidural abscesses , or significant spinal deformities.' Surgical opti ons include (I ) debridement of the infected tissue, (2) drainage of an epidural abscess to reduce or prevent neurologic dysfunction, and (3) spinal surgical fixation to correct a spinal deformity or neurologic deficit seco ndary to compromise of the spinal cord or neural foramina.r"
